(e) a pair of needle-holders without any spring catch; (f) fine, 30 catgut.
(2) Asepsis.-Paint the skin of the eyelids right up to, and including, the evelashes with methyl violet and brilliant green paint. Cover the patient's face with a sterile cloth with a window in it. Douche the conjunctiva with 1 in 1,000 acriflavine solution in normal saline-this can also be used for washing out lens matter or septic products. The sutures must not be touched by the hand unless gloved, but can be tied with forceps.
Mr. CHARLES GOULDEN said he only wished to remind Members of the Section of some remarks he made some years ago on the treatment of certain difficult cases of prolapse of the iris, and the treatment of non-magnetic foreign bodies present in the anterior chamber.
The so-called Chalmers-Watson method was to make a small incision opposite the perforation, 3 mm. in width, and large enough to admit a repositor. Then one could deal with the prolapsed iris. If any portion of the iris remained entangled in the wound, one could pass the repositor through the incision and disengage it. He saw Mr. Whiting operate on a good many of these cases some years ago, and that gentleman had a method of trying to get round the under-lip of the valve-shaped wound by using the sharp teeth of an iris forceps as a fishing-hook, so as to catch the piece of iris and pull it through the wound. There were many difficult cases, and that procedure worked satisfactorily in some cases, though he thought the other method was the easier.
With regard to the treatment of large perforating wounds, especially wounds which perforated the sclera, he differed from Mr. Pooley as to the insertion of scleral sutures, as he (Mr. Goulden) thought that was unnecessary, and, from the point of view of loss of vitreous, dangerous. On the other hand he did not see much advantage in it.
The slide he would now show represented a composite wound, which had involved the cornea, the limbus, and the sclera. The conjunctiva was elastic, and therefore it might be pushed aside by some perforating instrument, and then retract over the wound; hence the wound in the sclera might be larger than that in the conjunctiva.
He made an incision in the direction of the wound, and he used two small Spencer Wells forceps, which retracted the wound by their own weight; the prolapse of the uvea was dealt with in the usual way, and suturing done through the conjunctiva only, putting in mattress sutures, which he considered preferable to scleral sutures.
In injuries with large, gaping wounds the healing would be difficult, if not impossible. The method of dealing with them was to make an incision round the conjunctiva, then draw the conjunctiva over the wound, and so close the wound.
With regard to the presence of magnetic foreign bodies in the anterior chamber, the illustration shows one important point in regard to their removal by the handmagnet when the body rested on the iris. The usual practice had been to make an incision at the corneo-scleral margin in the immediate neighbourhood of the foreign body. The slide exhibited shows why that so frequently failed and was associated with entanglement of iris. The incision made with the keratome was never in the plane of the iris, but anterior to that plane. After such an incision was made, and the point of the magnet inserted, the foreign body was frequently found where it could not be reached by the magnet, and even if it was reached, it was wiped off by the posterior edge of the corneal wound. Hence the incision should be made immediately opposite, and the body withdrawn by applying the magnet over the outer surface of the cornea.
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